£-600-18 ~ RECEIVED
ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD  pre 570
DISCONTINUATION APPLICATION FOR EXEMPTION AL

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND(C ERTIFIMETFA@ILWES&

ORICINAL

Facility/Project ldentification

Facility Name: Presence Saint Joseph Hospital-Chicago

Street Address: 2900 North Lake Shore Drive

City and Zip Code:  Chicago, IL 60657

County:  Cook Health Service Area VI Health Planning Area: A-01

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]
Exact Legal Name: Presence Chicago Hospitals Network d/b/a Presence Saint Joseph Hospital-Chicago

Street Address: 200 S. Wacker Drive, 11" Floor
City and Zip Code: Chicago, IL_60606
Name of Registered Agent: CT Corporation System

Registered Agent Street Address: 208 South LaSalle Street, Suite 814

Registered Agent City and Zip Code: Chicago, IL 60604

Name of Chief Executive Officer: Mark A. Frey

CEQ Street Address: 2601 Navistar Drive
CEQ City and Zip Code: ' Lisle, IL 60532
CEQ Telephone Number: 224/273-4121

Type of Ownership of Applicants

X Non-profit Corporation ] Partnership
O For-profit Corporation OJ Governmental
O Limited Liability Company ] Sote Proprietorship [ Other

o Corporations and limited liabitity companies must provide an lllinois certificate of good
standing.

o Partnerships must provide the name of the state in which they are organized and the name and
address of each partner specifying whether each is a genera! or limited partner.

"APPEND DOCUMENTATION AS ATI'ACHMENT 11N NUMERIC SEQUENTIAL ORDER AFTER THE ]
‘LAST PAGE OF THE APPLICATION FORM. L ot . ,

Primary Contact [Person to receive ALL correspondence or inquiries)

Name; Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, IL_60067
Telephone Number:  847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number: 847/776-7101

Additional Contact [Person who is also authorized to discuss the application for

exemption]
Name: none
Title:

Company Name:
Address:
Telephone Number:
E-mail Address:.

Fax Number:

LRV



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
DISCONTINUATION APPLICATION FOR EXEMPTION

SECTION . IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

Facility/Project Identification

Facility Name: Presence Saint Joseph Hospital- Chlcago

Street Address: 2900 North Lake Shore Drive

City and Zip Code: Chicago, IL 60657

County.  Cook Health Service Area VI Health Planning Area: A-01
Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Alexian Brothers-AHS Midwest Region Health Co. d/b/fa AMITA Health
Street Address: 2601 Navistar Drive Lisle

City and Zip Code: IL 60532

Name of Registered Agent: CT Corporation System

Registered Agent Street Address: 208 South LaSalle Street, Suite 814

Registered Agent City and Zip Code: _Chicago, IL 60604

Name of Chief Executive Officer: Mark A. Frey

CEQ Street Address: 2601 Navistar Drive
CEO City and Zip Code: Lisle, IL 60532
CEQ Telephone Number: 224/273-4121

Type of Ownership of Applicants

X Non-profit Corporation a Partnership
O For-profit Corporation ] Governmental
| Limited Liability Company O Sole Proprietorship | Other

o Gorporations and limited liability companies must provide an lHinois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a generat or limited partner.

APPEND DOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER THE - -
.LAST PAGE OF THE APPLICATION FORM. . K A 3 r ‘

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, IL 60067
Telephone Number:  847/776-7104

E-mail Address: jacobmaxel@msn.com

Fax Number; 847/776-7101

Additional Contact [Person who is also authorized to discuss the application for
exemption] :

Name: none

Title:

Company Name;

Address:

Telephone Number:

E-mail Address:

Fax Number.




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
DISCONTINUATION APPLICATION FOR EXEMPTION

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

Facility/Project Identification

Facility Name: Presence Saint Joseph Hospital-Chicago

Street Address: 2900 North Lake Shore Drive

City and Zip Code; Chicago, IL 60857

County.  Cook Health Service Area Vi Health Planning Area: A-01
Applicant(s) [Provide for each applicant (refer to Part 1130.220)]
Exact Legal Name: Ascension Health

Street Address: 4600 Edmunson Road

City and Zip Code: St. Louis, MO 63134

Name of Registerad Agent: lilinois Corporation Service C
Registered Agent Street Address; 801 Adlai Stevenson Drive

Registered Agent City and Zip Code:  Springfieid, IL 62703

Name of Chief Executive Officer: Patricia Maryland

CEO Street Address: 4600 Edmunson Road

CEQ City and Zip Code: St Louis, MO 63134

CEQ Telephone Number: 314/733-8000

Type of Ownership of Applicants

X Non-profit Corporation O] Partnership
0J Far-profit Corporation - ] Governmental
1 Limited Liability Company O Sole Proprietorship M Other

o Corporations and limited liability companies must provide an lllinois certificate of good
standing.

o Partnerships must provide the name of the state in which they are organized and the name and
address of each partner specifying whether each is a general or limited partner.

Lo T T i B =

APPEND DOCUMENTAT!ON AS ATTACH ENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER THE
LAST PAGE OF THE APPLICATION FORM. . o - NI

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, IL 80067
Telephone Number:  847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number: 847/776-7101

Additional Contact [Person who is also authorized to discuss the application for
exemption]

Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




Post Exemption Contact
[Person to receive all correspondence subsequent to exemption issuance-THIS
PERSON MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS

DEFINED AT 20 ILCS 3960]

Name: Peg Wendell, Esq.
Title: Executive Vice President, Chief Legal Officer
Company Name: AMITA Health
Address: 2601 Navistar Drive Lisle, IL 60532
Telephone Number:; 224/273-2333
E-mail Address: peg.wendell@amitahealth.org
Fax Number: 224/273-4121
)
Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner:  Presence Chicago Hospitals Network

Address of Site Owner: 200 South Wacker Drive, 11" FI._Chicago, IL 80606

Street Address or Legal Description of the Site; 2900 North Lake Shore Drive Chicago, IL 60657
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of
ownership are property tax statements, tax assessor's documentation, deed, notarized statement
of the corporatlon attestlng to ownershlp, an optlon to Iease a Ietter of intent to Iease or a Iease

APPENB DOCUMENTATiGN AS ATTACHMENT 2, 1N NUMERIC SEQUENTIAL OR’DER AFTER TktE
UAST PAGE.OF THE APPLICATIONFORM, * = 7ol o oipymein v i S i ” &

Operating Identity/Licensee
[Provide this information for each applicable facility and insert after this page.]

Exact Legal Name: Presence Chicago Hospitals Network d/b/a Presence saint Joseph Hospital-Chicago |

Address: 2900 North Lake Shore Drive Chicago, IL. 60657

X Non-profit Corporation O Partnership

1 For-profit Corporation | Governmental

1 Limited Liability Company O] Sole Proprietorship | Other

o Corporations and limited fiability companies must provide an lllinois Certificate of Good Standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.
o Persons with 5 percent or greater interest in the licensee must be identified with the % of

] rownershlp




Organizational Relationships

Provide (for each applicant) an organizationa! chart containing the name and relationship of any person or
entity who is related (as defined in Part 1130.140). If the related person or entity is participating in the
development or funding of the project, describe the interest and the amount and type of any financial

contrlbution 7 7 ‘ _

T g - = - _5:

.APPEND ﬂOGUMENTATlON AS ATTAGHMENT 4, !N NBMERIC SEQUENT AL DRDER AFTE 2 HE ”
LAST PAGE OF THE APPLICATION FORN: - A T L




Narrative Description

In the space below, provide a brief narrative description of the pro;ect Explain WHAT is to be done in
State Board defined terms, NOT WHY it is being done. if the project site does NOT have a street
address, include a legal description of the site. Include the rationale regarding the project's classification
as substantive or non-substantive. ,

The proposed project is limited to the discontinuation of the open heart surgery category of
service (“the service™) at Presence Saint Joseph Hospital-Chicago, within thirty days following
approval of this Certificate of exemption application.

The service was suspended via a letter dated November 6, 2018, and sent to the Administrator of
the Illinois Health Facilities and Services Review Board and the D1v131on Chief of IDPH’s
Division of Health Care Facilities and Programs.




Project Status and Completion Schedules

Outstanding Permits: Does the facility have any projects for which the State Board issued a permit that

is not complete? Yes __ No _X_. If yes, indicate the projects by project number and whether the project
will be complete when the exemption that is the subject of this application is complete.

Anticipated exemption completion date (refer to Part 1130.570).

State Agency Submittals [Section 1130.620(c)] -

Are the following submittals up to date as applicable:
X Cancer Registry
X APORS
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
XAl reports regarding outstanding permits
Failure to be up to date with these requirements will result in the Application being deemed
incomplete.




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o in the case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of _Presence Chicago Hos pitals
Network d/b/a Saint Joseph Hospital-Chicago .

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is
sent herewith or will be paid upon request. ‘

o (O
U

SIGKATURE SIGNATURE

Julie P. RoKpich Bettina Qakm Soin
PRINTED NAME PRINTED NAME

: r Assistant “Treasuvrer

PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscri Pd and sworn to before me Subscrihed and sworn to before me
this /£7% dayof D EC, 22/8 this /£~ day of D¢ 2075

Signatue of Notary Signatufe of Notary

l 6 ézgag-z@_% A Aran

Seal Seal

ELIZABETH:D NEARY
Official Seal

ELIZABETH-D NEARY
‘Official Seal
Notary Public - State of liinois
My Commission Expires Jun 10. 2020

*Inse gal name of e applicant : et ——

Notary Public - State of lHlinois
My Commission Expires Jun 10. 2020




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any twb of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners {(or the sole general partner, when two or
more general partners do not exist),

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of Alexian Brothers-AHS Midwest Region
Health Care Co. d/b/a AMITA Health

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is

sent herewith or will be paid upon request.

VY e

ADYis

SIGN@URE -
L 4 _Z,,A

SIGNXTURE
AL £ Qe

PRI P NAME

PRINTED NAME

EVP/cfo

PRINTED TITLE

Notarization:
Subscr and sworn to _before me
this ?d I day of L) <, 2.L/F

of Notary

Seal

ELIZABETH D NEARY
Official Seal
Notary Pubtic - State of lHlinois
My Commission Fxpires Jun 10, 2020

*InsefTtNE EXACT iegat manme ot epplicant

PRINTED TITLE

Notarization:
Subscri and sworn to before me
this /£ < day of e, 2L/

Signatufe of Notary
Seal

ELIZABETH: D NEARY
Official Seat
Notary Public - State of Iinois
My Commission Fxpires Jun 19, 2020

LT —




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authotized
representatives are:

o in the case of a corporation, any two of its officers or members of its Board of Directors;

s ot + " . -
o inthe case of a limited kability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o 'in the case of a partnership, two of its general partners {or the sole general partner, when'two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist), and : %

~

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of ___Ascension Health
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the bast of his or her
knowledge and belief. The undersigned also certifies that the fee required for this appiication is
sent herewith or will be paid upon request.

UL m e, W/W\

SIGNATURE - SIGNATURE
(‘/lmr-i shne . e Coy Rl\an.&& ﬂfWWOV\
PRINTED NAME ! PRINTED NAME
Pssichant Secredmrvg Desi chind Teeasuver
PRINTED TITLE ! "~ PRINTED TITLE
Notarization: Notarization: ;
Subscribed and sworn to before me Subsc it?d and sworn to before m
is | : W IS - this _ZL day of _ 4o
3 - Y
Y
Sig Notary Signature of Notary A
Seal | ELFRIEDE M, RO Seal B e
: M, PATRICIA D. CHITWOOD
Notg AiT;ili’ %‘::CM gg?&f eal Notary Public -~ Notary Seal
Comm. Number 01505202 State of Missouri, St Louis County
5t. Louis County Commission Number 12383265
My Commission Expires: July 13, 2020 My Commission Expires Aug 15, 2020 °

*Insert the EXACT legal name of the applicant

;O




SECTION il. DISCONTINUATION

Type of Discontinuation

EI Discontinuation of an Existing Health Care Facility

X Discontinuation of a category -of service

Criterion 1130.525 and 1110.290 - Discontinuation

READ THE REVIEW CRITERION and provide the following information:
GENERAL INFORMATION REQUIREMENTS

1. Identify the categories of service and the number of beds, if any, that are to be discontinued.

2. ldentify ail of the other clinical services that are to be discontinued.

3. Provide the anticipated date of discontinuation for each identified service or for the entire facility.
4. Provide the anticipated use of the physical plant and equipment after the discontinuation occurs.

5. Provide the anticipated disposition and location of ail medical records pertaining to the services
being discontinued, and the length of time the records will be maintained.

6. For applications involving the discontinuation of an entire facility, provide certification by an
authorized representative that all questionnaires and data required by HFSRB or DPH (e.g., annual
questionnaires, capital expenditures surveys, eic.) will be provided through the date of
discontinuation, and that the required information will be submitted no later than 90 days following
the date of discontinuation.

7. Provide attestation that the facility provided the required notice of the facility or category of service
closure to local media that the health care facility would routinely-notify-about facility events. The
supporting documentation shall include a copy of the notice, the name of the iocal media outlet, the
date the notice was given, and the result of the notice, e.g., number of times broadcasted, written,
or published. Only notice that is given to a local television station, local radio station, or local

newspaper will be accepted.

APPEND DOCUMENTATION AS ATTACHMENT 5, iN NUMERIC SEQUENTIAL ORDER AFTER THE. -
'LAST PAGE OF THE APPLICATION FORM. == - T TR

/!




REASONS FOR DISCONTINUATION

The applicant shall state the reasons for the discontinuation and provide data that verifies the need for the
proposed action. See criterion 1110.130(b) for examples.

"APPEND DOCUMENTATION AS ATTACHMENT e IN NUWERIC SEQUENTIAL ORDER AFTER THE™
“AST PAGE OF THE APPLICATION FORM. .7, <in v ol ol ol 0 o e oo

IMPACT ON ACCESS

1. Document whether or not the discontinuation will have an adverse effect upon access to care for
residents of the facility’s market area.

2. Provide copies of notification letters sent to other resources or health care facitities that provide
the same services as those proposed for discontinuation. The notifi cation letter must include at
least the anticipated date of discontinuation and-the total number of patients that received care or
the number of treatments provided during the latest 24 months.

APPEND DOCUMENTAT[ON AS ATTACHMENT 7 lN NUMERIC SEQUENTIAL ORDER AFTER THE' 3
LAST ‘PAGE OFiTHE APPLICAT[ON FORM L ‘ : ;




SECTION Itl. BACKGROUND

READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

1. A listing of all health care facilities owned or operated by the applicant, including licensing, and
certification if applicable.

2. A certified listing of any adverse action taken against any facility owned and/or operated by the
applicant during the three years prior to the filing of the application.

3. Authorization permitting HFSRB and DPH access to any documents necessary to verify the
information submitted, including, but not limited to: official records of DPH or other State
agencies; the licensing or certification records of other states, when applicable; and the records of
nationally recognized accreditation organizations. Failure to provide such authorization shall
constitute an abandonment or withdrawal of the application without any further action by
HFSRB. ,

4. If, during a given calendar year, an applicant submits more than one application for permit or
exemption, the documentation provided with the prior applications may be utilized to fulfill the
information requirements of this criterion. In such instances, the applicant shall attest that the
information was previously provided, cite the project number of the prior application, and certify
that no changes have occurred regarding the information that has been previously provided. The
applicant is able to submit amendments to previously submitied information, as needed, to
update and/or clarify data.

' APPEND DOCUMENTATION AS ATTACHMENT 8, IN NUMERIC-SEQUENTIAL ORDER AFTER THE .
.LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN -~ : "+ "
CATTAGHMENT 8. 1, 5o o | f 70 e iy e e e

/3



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
DISCONTINUATION APPLICATION FOR EXEMPTION- 08/2018 Edition

SECTION IV. SAFETY NET IMPACT STATEMENT

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL
PROJECTS TO DISCONTINUE A HEALTH CARE FACILITY OR CATEGORY OF SERVICE [20 ILCS
3960/5.4]:

1. The project's material impact, if any, on essential safety net services in the community, to the extent
that it is feasible for an appticant to have such knowiedge.

2. The project's impact on the ability of another provider or health care system to cross-subsidize safety
net services, if reasonably known to the applicant.

3. How the discontinuation of a facility or service might impact the remaining safety net providers in a
given community, if reasonably known by the applicant.

Safety Net Impact Statements shall also include all of the following:

1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care
provided by the applicant. The amount calculated by hospital applicants shall be in accordance with the
reporting requirements for charity care reporting in the llfinois Community Benefits Act. Non-hospital
applicants shall report charity care, at cost, in accordance with an appropriate methodology specified by
the Board.

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaid
patients. Hospital and non-hospital applicants shall provide Medicaid information in a manner consistent
with the information reported each year to the lilinois Department of Public Health regarding "Inpatients
and Outpatients Served by Payor Scurce” and "Inpatient and Outpatient Net Revenue by Payor Source"
as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile.

3. Any information the applicant believes is directly refevant to safety net services, including information
regarding teaching, research, and any other service.

A table in the following format must be provided as part of Attachment 9.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) Year Year Year
inpatient
Qutpatient
Total
Charity {cost In
dollars)
Inpatient
Qutpatient
Total
MEDICAID
Medicaid (# of Year Year Year
patients) '
inpatient
Quipatient
Total
Medicaid (revenue)
Inpatient
Qutpatient

Page 10 /‘ 47/



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
DISCONTINUATION APPLICATION FOR EXEMPTION- 08/2018 Edition

Total

APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. R , ‘ X _ ) )

Page 11 /5—




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
DISCONTINUATION APPLICATION FOR EXEMPTION- 08/2018 Edition

SECTION V. CHARITY CARE INFORMATION

1. All applidants and co-applicants shall indicate the amount of charity care for the latest three
audited fiscal years, the cost of charity care and the ratio of that charity care cost to net patient
revenue.

2. If the applicant owns or operates one or more facilities, the repdrting shall be for each individual

facility located in Illinois. If charity care costs are reported on a consolidated basis, the applicant
shall provide documentation as to the cost of charity care; the ratio of that charity care to the net
patient revenue for the consolidated financial statement; the allocation of charity care costs; and
the ratio of charity care cost to net patient revenue for the facility under review.

3. If the applicant is not an existing facility, it shall submit the facility's projected patient mix by payer
source, anticipated charity care expense and projected ratio of charity care to net patient revenue
by the end of its second year of operation.

Charity care” means care provided by a health care facility for which the provider does not expect
to receive payment from the patient or a third-party payer (20 1.CS 3960/3). Charity Care must be
provided at cost.

A table in the following format must be provided for all facilities as part of Attachment 10.

CHARITY CARE
Year Year Year
Net Patient Revenue
Amount of Charity Care
(charges)
Cost of Charity Care

APPEND DOCUMENTATION AS ATTACHMENT 40, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE  ~_
APPLICATION FORM. S : i - LAST PAS E

Page 12 /é



File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

PRESENCE CHICAGO HOSPITALS NETWORK, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON APRIL 27, 1949, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

InTestimony Whereof, 1 hereto set
my hand and cause to be affixed the Great Seal of

the State of Illinois, this 5TH
day of NOVEMBER A.D. 2018

ol s Tl ’
Authentication #: 1830901482 verffiable until 11/05/2019 Q-W m@
Authenticate at: hitp:/iwww.cyberdriveillinois.com
SECRETARY OF STATE ATTACHMENT 1

/7




File Number 6964-462-7

Fune ¥

To all to whom these Presents Shall Come, Greeting:

I Jesse White, Secretary of State of the State of 1llinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
ALEXIAN BROTHERS-AHS MIDWEST REGION HEALTH CO., A DOMESTIC
CORPORATION, INCORPORATED UNDER THE LAWS OF THIS STATE ON SEPTEMBER 26,
2014, APPEARS TO HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL
NOT FOR PROFIT CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN
GOOD STANDING AS A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

day of NOVEMBER A.D. 2018 .

WS s
G. 367 )}
Authentication #: 1831202022 verifiable until 11/08/2019 M
Authenticate at: http:/www.cyberdriveillingis.com
secreTary of sTaTE ATTACHMENT 1

4




File Number 6783-860-2

e

To all to whom these Presents Shall Come, Greeling:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

ASCENSION HEALTH, INCORPORATED IN MISSOURI AND LICENSED TO CONDUCT
AFFAIRS IN THIS STATE ON JUNE 27, 2011, APPEARS TO HAVE COMPLIED WITH ALL
THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS
STATE, AND AS OF THIS DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND
AUTHORIZED TO CONDUCT AFFAIRS IN THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of

the State of Illinois, this 5TH
day of NOVEMBER A.D. - 2018 .

l. K \ Fa b Al ? [ /
N s
N i ‘Hl. i y
O, - P )
Authentication #: 1830901614 verifiable until 11/05/2019 M ,

Authenticate at: http://www.cyberdriveillinois.com
secreTany oF sTaTEATTACHMENT 1

/7




| @'} Presence
" Saint Joseph Hospital

James L. Robinson IIL, PsyD.
President

llinois Health Facilities and
Services Review Board
Springfield, IL

To Whom It May Concern:

I hereby attest that the site of Presence Saint Joseph Hospital-Chicago, that being 2900
North Lake Shore Drive, is owned by Presence Chicago Hospitals Network.

és L. Robissson 111, PsyD
President

Sincerely,

Notarized:

GERALBINE ESCAMILLA
Otticlat Seal

Notary Public - State of iilinois

My Commission Expires Aug 11, 2018

% /4

2900 North Lake Shore Drive, Chicage, illinols 80857 773.665.3000 presencehealih.ory
ATTACHMENT 2

Sponsored by Fresence Health Ministries

R



File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
PRESENCE CHICAGO HOSPITALS NETWORK, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON APRIL 27, 1949, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 5TH |

day of NOVEMBER A.D. 2018 .

LA & P >
3 ey Zh8 -
| N 0
N - ’
Authentication #: 1830901492 verifiable untit 11/05/2019 Mﬁ/
Authenticate at: http://www.cyberdriveillinois.com .
secretany o sTate ATTACHMENT 3

>




I ASCENSION HEALTH

PRESENCE ALEXIAN BROTHERS HEALTH SYSTEM |

PRESENCE CARE TRANSFORMATION CORPORATION

| PRESENCE CHICAGO HOSPITAL NETWORK I

" . . PRESENCE SAINT JOSEPH HOSPITAL - CHICAGO - I
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DISCONTINUATION

. Only the hospital’s open heart surgery category of service is proposed to be discontinued
through this Certificate of Exémption (“COE™) application. No beds will be discontinued
through this COE application.

. No non-category of service clinical services are proposed to be discontinued as a result of

the approval of this COE application.

. The open heart surgery category of service will be discontinued within thirty days
following the approval of the COE application addressing the discontinuation.

. Presence Saint joseph Hospital-Chicago designates one of its operating rooms for
cardiovascular procedures. Following discontinuation, that OR will be used as a
“general” OR, to be used by a number of specialties. A minimal amount of the hospital’s
equipment is used exclusively in conjunction with its open heart surgery program, and as

appropriate, that equipment will be distributed to other AMITA Heaith hospitals.

. Medical records will be retained by the hospital, consistent with all licensure and

accreditation standards and requirements,
. Not applicable, applies only to the discontinuation of an entire facility.

. With the signatures on the Certification pages of this COE application, the applicants
attest that notice of the category of service was published in the Chicago Sun Times on
November 15, 2018. As of the filing of this COE application, the applicants are not

aware of any responses to that notice. A copy of the notice is attached.
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AMITA HEALTH PRESENCE HEALTH
Presence St Joseph Hosp

ADORDERNUMBER: 0001074006-01

PO NUMBER: Presence St Joseph Hosp

AMOUNT: 168.00
NO OF AFFIDAVITS: 1

LEGAL NOTICE

Presence Saint Joseph Hospital-Chicago intends to cease the
o?eraﬁons of its open heart surgery program following receipt
of approval to do 50 from the lllinois Health Faclities and Serv-
ices Review Board ("IHFSAB"). It is anficipated that the dis-
continuation will occur before March 31, 2019. The hospital in-
tends to fle the required Certificate of Exemption application
with the IHFSRB by December 15, 2018; afler which time addi-
tiongl infermation refaling 1o the proposed discentinuation can
be found on the IHFSRB website at histb.illingts.gov.

11/15/18 #1074006

AMITA HEALTH PRESENCE HEALTH
200 S WACKER DR

ATTN: OLGA SOLARES

CHICAGO, . 60606

Chicago Sun-Times
Certificate of Publication

State of lHinois - County of Cook

Chicago Sun-Times, does hereby certify it has published the attached advertisments in
the following secular newspapers. All newspapers meet [liinois Compiled Statue
requirements for publication of Notices per Chapter 715 ILCS 5/0.01 et seq. R.8. 1874,
P728 Sec 1, EFF. July 1, 1874. Amended by Laws 1959, P1494, EFF. July 17, 1958.
Formerly lII. Rev. Stat. 1991, CH100, Pl

Note: Notice appeared in the following checked positions,

PUBLICATION DATE(S): 11/15/2018

Chicago Sun-Times

IN WITNESS WHEREOF, the undersigned, being duly authorized,
has caused this Certificate to be signed

" Oazw/m s

Mary Lou Davis
Account Manager - Public 1egal Notices

This 15th Day of Navember 2018 A.D.
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REASONS FOR DISCONTINUATION

The primary reason for proposing the discontinuation of the hospital’s open heart surgery
program is low utilization. During both 2016 and 2017, only 46 cases were performed each year.

And, with the advent of less-invasive procedures, volumes cannot reasonably be anticipated to

increase.
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November 14, 2018

VIA CERTIFIED MAIL
RETURN RECEIPT REQUESTED

name

title

hospital

street address
city/state/ZIP code

RE: Proposed Discontinuation of Open Heart Surgery
Category of Service

Dear

This letter, addressing the subject above, is being sent in order to provide you an opportumty to
submit an impact statement, should you choose to do so.

Presence Saint Joseph Hospital has suspended its open heart surgery category of service, and
anticipates the formal discontinuation of that service to occur within thirty days following the
Hlinois Health Facilities and Services Review Board’s (“IHFSRB’s”) approval of the hospital’s
Certificate of Exemption application to discontinue the category of service. That application will
be filed prior to the end of this month.

During the 24-month period ending September 30, 2018, a total of 101 patients received open
heart surgery at the hospital.

If you do elect to provide an impact statement, please include whether or not your hospital has
any admission restrictions or limitations which would preclude it from providing open heart
surgery services to residents from our service area. Any impact statement received will be
forwarded to the THFSRB. If you do not respond, we will assume that the discontinuation has no

impact on your hospital.

Sincerely,

James L. Robinson III, PsyD
President
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BACKGROUND

Ascension Health owns, operates and/or controls* the following Illinois licensed health

care facilities:

 AMITA Health Adventist Medical Center Bolingbrook
Bolingbrook, IL IDPH #5496

AMITA Health Adventist Medical Center GlenOaks
Glendale Heights, IL IDPH #3814

AMITA Heaith Adventist Medical Center Hinsdale
Hinsdale, IL. IDPH #0976

AMITA Health Adventist Medical Center La Grange
La Grange, IL IDPH #5967

AMITA Health Alexian Brothers Medical Center Elk Grove Village
Elk Grove Village, IL IDPH #2238

AMITA Health St. Alexius Medical Center Hoffman Estates
Hoffman Estates, II. IDPH #5009

AMITA Health Alexian Brothers Behavioral Health Hospital
Hoffman Estates, IL

Presence Holy Family Medical Center
Des Plaines, IL

Presence Resurrection Medical Center
Chicago, IL. IDPH #6031

Presence Saint Francis Hospital
Evanston, IL IDPH #5991

Presence Saint Joseph Hospital-Chicago
Chicago, IL IDPH #5983
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Presence Mercy Medical Center
Aurora, 1L IDPH #4903

Presence Saint Joseph Hospital-Elgin
Elgin, IL IDPH #4887 '

Presence Saint J. oseph Medical Center
Joliet, IL. IDPH #4838

Presence St. Mary’s Hospital
Kankakee, II. IDPH #4879

Presence Saint Mary of Nazareth Hospital
Chicago, IL IDPH #6007

Presence Saint Elizabeth Hospital
Chicago, IL IDPH #6007

Presence Lakeshore Gastroenterology
Des Plaines, IL ‘

Belmont/Harlem Surgery Center
Chicago, IL. IDPH #700313

*per HFSRB definition
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PR A r‘ 7 i Mark A, Frey

T Y T R A » Presi & Chief i i

b L " HEALTH President & Chief Executive Officer
AMITA Health System Office

2601 Navistar Dr.
{isle, IL 60532

224.273.2347
mark.frey@amitahealth.org

T EraldLorg

Ms. Courtney Avery
llinois Health Facilities

And Services Review Board
525 West Jefferson
Springfield, IL 62761

Dear Ms. Avery:

In accordance with Review Criterion 1110.230.b, Background of the Applicant, we are
submitting this letter assuring the Iilinois Health Facilities and Services Review Board that:

1. AMITA Health has not had any adverse actions against any facility owned, operated,
and/or controlled by the applicant durmg the three.(3) year period prior to the filing of
this application, and

2. AMITA Health authorizes the State Board and Agency access to information to verify
documentation o information submitted in response to the requirements of Review
Criterion 1110.230.b or to obtain any documentation or information which the State
Board or Agency finds pertifent to this application. .

If we can in any way provide assistance to your staff regarding these assurances or any other
issue relative to this application, please do not hesitate to call me..

Smcerely,

/Mai?f F{e/y //W

President and
Chief Executive Ofﬁcer

Date: f @M/ E, ,2018

Cata e e ah A b b i

3 OFF ICIAL SEAL
MELISSA KULIK

| NOTARY PUBLIC - STATE OF ILLINOIS
' MY COMMISSION EXPIRES: 06/13/22

Mmr W
-8

&

Notarized:

Py

Wl
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SAFETY NET IMPACT STATEMENT

Presence Saint Joseph Hospifal-Chjcago has a long lﬁstory of being a safety net provider,
both in terms of services provided directly at or by the hospital, as well as its role in the
community. The proposed discontinuation of open heart surgery services will have no impact on

that commitment, nor will it have any impact on any other providers of safety net services.
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Adventist Hinsdale Hospital

Section IV.
Charity # of patients FY 2015 FY 2016 FY 2017
inpatient 75 73 146
QOutpatient 513 421 1,610
Total 588 494 1,756
Charity {cost in dollars) FY 2015 FyY 2016 FY 2017
Inpatient 909,758 941,159 513,833
Qutpatient 822,738 770,058 561,760
Total 1,732,496 1,711,217 1,075,593
Medicaid # of patients Fy 2015 FY 2016 FY 2017
inpatient 1,365 1,204 1,404
Outpatient 44,634 25,405 30,905
Total 45,999 26,609 32,309
Medicaid (revenue) FY 2015 FY 2016 FY 2017
Inpatient 27,417,603 | 14,175,204 13,190,650
Outpatient 7,843,260 | 10,385,734 9,624,655
Total 35,260,863 | 24,560,938 | 22,815,305
Section V

FY 2015 FY 2016 Fy 2017
Net Patient Revenue 283,527,840 | 301,668,355 | 311,985,334
Amount of Charity (charges) 6,828,478 6,248,091 3,968,482
Cost of Charity Care 1,732,496 1,711,217 1,075,593

ATTACHMENTS 9 & 10
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Adventist La Grange Medical Center

Sectlon 1V,
Charity # of patients FY 2015 FY 2016 FY 2017
inpatient 81 82 89
Qutpatient 422 388 1,160
Total 503 470 1,249
Charity {(cost in dollars} FY 2015 FY 2016 FY 2017
Inpatient 639,886 643,676 564,624
Outpatient 1,244,364 940,188 942,448
Total 1,884,250 1,583,864 1,607,072
Medicaid # of patients Fy 2015 Fy 2016 FY 2017
inpatient 824 741 885
Cutpatient 12,578 12,005 16,073
Total 13,402 12,746 16,958
Medicaid {revenue) FY 2015 FY 2016 FY 2017
inpatient 9,456,596 9,643,426 6,888,007
Outpatient 4,306,103 4,122,811 6,323,812
Total 13,762,699 13,766,237 13,213,818
Section V

FY 2015 FY 2016 FY 2017
Net Patlent Revenuée 159,802,351 160,571,704 158,971,887
Amount of Charity (charges) 7,637,693 6,375,572 6,565,635
Cost of Charity Care 1,884,250 1,583,864 1,607,072

ATTACHMENTS 9 & 10
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Adventist Bolingbrook Hospital

Section IV.
Charity # of patients FY 2015 FY 2016 FY 2017
Inpatient 105 11l 176
Outpatient 798 853 2,329
Total 203 964 2,505
Charity {cost in doliars) FY 2015 FY 2016 FY 2017
Inpatient 737,726 640,020 564,434
QOutpatient 1,506,569 1,126,392 | 1,000,180
Total 2,244,295 | 1,766,412 1,564,614
Medicaid # of patients Fy 2015 FY 2016 FY 2017
Inpatient 1,437 1,439 1,503
Outpatient 23,443 27,265 29,138
Total 24,880 28,704 30,641
Medicaid (revenue) FY 2015 FY 2016 FY 2017
inpatient 6,521,510 6,632,741 8,884,199
Outpatient 9,527,298 9,361,396 9,271,291
Total 16,048,808 | 15,394,137 18,155,450
Section 'V

- FY 2015 FY 2016 FY 2017
Net Patient Revenue 1'119,827,083 | 121,154,941 129,089,238
Amount of Charity (charges) 9,756,066 7,309,134 6,689,129
Cost of Charity Care 2,244,295 1,766,412 1,564,614

ATTACHMENTS 9 & 10




Adventist Glen Oaks Hospital

Section (V.
Charity # of patients FY 2015 FY 2016 FY 2017
inpatient 112 110 102
Outpatient 715 803 1,328
Total 827 913 1,430
Charity {cost in doliars) FY 2015 Fy 2016 Fy 2017
Inpatient 765,891 675,725 718,114
Qutpatlent 1,592,189 1,362,203 1,099,263
Total 2,358,080 2,037,928 1,817,377
Medicaid # of patients FY 2015 FY 2016 FY 2017
inpatient 2,286 1,981 2,085
Qutpatient 14,631 17,301 17,632
Total 16,917 19,282 19,717
Medicaid (revenue) FY 2015 FY 2016 FY 2017
inpatient 18,178,083 16,324,722 11,839,293
Qutpatient 16,087,927 14,249,071 8,911,320
Total 34,266,010 | 30,573,793 20,750,613
Section V

FY 2015 FY 2016 FY 2017
Net Patient Revenue 83,016,363 | 80,487,930 85,268,778
Amount of Charity (cha@ 7,743,127 6,613,992 6,157,479
Cost of Charity Care 2,358,080 2,037,928 1,817,377

ATTACHMENTS 9 & 10
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Alexian Brothers Behavioral Health Hospital

Section V.
Charity # of patients FY 2015 FY 2016 Fy 2017
Inpatient 690 414 687
Qutpatient 405 209 428
Total 1,095 623 1,115
Charity (cost in doliars) Y2015 | FY2016 | FY2017
Inpatient 418,356 461,258 543,631
Outpatient 296,680 185,059 200,688
Total 715,046 646,317 744,319
Medicaid # of patients FY 2015 FY 2016 FY 2017
inpatient 329 416 322
Qutpatient 3,423 818 40,847
Total 3,752 1,234 41,169
Medicaid (revenue) FY 2015 FY 2016 FY 2017
inpatient 549,000 707,674 723,609
Qutpatient 1,679,000 1,831,801 1,872,017
Total 2,328,000 2,539,475 2,595,626
Section V

FY 2015 FY 2016 FY 2017
Net Patient Revenue 74,048,702 76,916,399 78,615,801
Amount of Charity {charges) 1,993,961 2,098,548 1,919,198
Cost of Charity Care 715,046 646,317 744,319

ATTACHMENTS 9 & 10
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Alexian Brothers Medical Center

Section V.
Charity # of patients _ FY 2015 FY 2016 FY 2017
inpatient 311 125 389
OQutpatient 3,008 1,477 2,232
Total 3,319 1,602 2,631
Charity (costin dollars) Fy 2015 FY 2016 FY 2017
inpatient 2,307,325 2,756,581 2,331,830
QOutpatient 2,349,008 2,409,470 2,134,299
Total ’ 4,656,333 5,166,051 4,466,129
Medicaid # of patients FY 2015 £Y 2016 FY 2017
Inpatient 1,074 3,806 2,410
Outpatlent 41,044 49,428 45,946
Total 42,118 53,234 48,356
Medicaid (revenue) £Y 2015 FY 2016 FY 2017
Inpatient 13,668,000 | 24,917,316 14,688,808
Qutpatient 8,288,000 14,100,420 12,104,570
Total 21,956,000 39,017,736 26,793,378
Section V

FY 2015 FY 2016 FY 2017
Net Patient Revenue 449,261,000 | 457,943,000 472,013,000
Arnount of Charity {charges) 23,820,931 | 26,603,784 23,058,353
Cost of Charity Care 4,656,333 5,166,051 4,461,129
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St Alexius Medical Center

Section V.
Charity # of patients FY 2015 FY 2016 FY 2017
inpatient 586 111 352
Qutpatient 5,110 2,322 1,568
(Total 7,659 7,136 6,105
Charity {cost in dollars) FY 2015 FY 2018 FY 2017
Inpatient 2,214,865 2,574,992 1,876,626
Outpatient 3,053,373 2,994,694 2,201,842
Total 5,268,239 5,569,686 4,078,468
Medicald # of patients FY 2015 FY 2016 FY 2017
inpatient 3,190 5,233 3,870
Qutpatient 40,829 57,423 56,410
Total 50,178 51,762 51,803
Medicaid {revenue) FY 2015 FY 2016 FY 2017
inpatient 24,916,000 24,335,000 26,698,588
Outpatient 15,813,000 18,494,000 19,870,057
Total 40,729,000 42,829,000 46,568,645
Section V

FY 2015 FY 2016 Fy 2017
Net Patient Revenue 345,017,000 353,092,000 353,952,000
Amount of Charity {charges) 27,143,649 30,717,841 21,730,913
Cost of Charity Care 5,268,239 5,569,686 4,078,468

ATTACHMENTS 9 & 10
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Presence St. Mary's Hospital

Section V.
Charity # of patients FY 2015 Fy 2016 FY 2017
Inpatient 683 1,016 25
Qutpatient 3,404 5,061 1,099
Tota! 4,087 6,077 1,124
Charity (cost in doilars) FY 2015 FY 2016 Fy 2017
Inpatient 1,178,589 1,143,754 263,568
Qutpatient 2,058,972 1,063,567 647,661
‘Total 3,237,561 2,207,321 911,229
Medicaid # of patients FY 2015 FY 2016 FY 2017
Inpatient 1,170 1,195 1,363
Outpatient 44,038 34,629 20,489
Total 45,208 35,824 21,852
Medicaid (revenue) FY 2015 FY 2016 FY 2017
inpatient 17,053,694 9,251,698 8,946,439
Qutpatient 30,980,047 8,603,075 | 10,260,434
Total 48,033,741 | 17,854,773 19,206,873
Section V

FY 2015 FY 2016 FY 2017
Net Patient Revenue 109,622,889 | 120,646,101 121,698,113
Amount of Charity (charges) 17,119,961 | 13,900,377 15,606,551
Cost of Charity Care 3,237,561 2,207,321 911,229

ATTACHMENTS 9 & 10
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Presence St. Joseph Medical Center

Section |V,
Charity # of patients Fy 2015 FY 2016 FY 2017
inpatient 148 3,053 2,104
Qutpatient 2,067 10,612 7,314
Total 2,215 13,665 9,418
Charity {cost in dollars) FY 2015 FY 2016 FY 2017
{npatient 1,223,021 4,528,712 3,763,727
Qutpatient 2,127,121 2,780,350 4,085,625
Total 3,350,142 7,309,062 7,849,352
Medicaid # of patients FY 2015 FY 2016 FY 2017
Inpatient 4,418 4,151 4,014
Qutpatient 48,591 106,220 96,420
Total 53,009 110,371 100,434
Medicaid {revenue) FY 2015 FY 2016 FY 2017
{npatient 22,317,603 § 20,626,384 | 21,495,441
Qutpatient 12,872,225 | 12,663,326 | 31,224,865
Total - 35,189,828 | 33,289,710 | 52,720,306
Section V

FY 2015 FY 2016 FY 2017
Net Patient Revenue 349,215,843 | 386,006,011 | 374,114,333
Amount of Charity {charges) 41,754,548 | 42,334,283 | 45,193,272
Cost of Charity Care 3,350,142 7,309,062 7,848,352

ATTACHMENTS 9 & 10
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presence St. Joseph Hospital-Elgin

section V.
Charity # of patients FY 2015 FY 2016 FY 2017
Inpatient 683 1,199 63
Outpatient 2,857 5,017 1,323
Total 3,540 6,216 1,386
Charity {cost in dollars) FY 2015 FY 2016 FY 2017
Inpatient 1,659,661 2,150,613 678,071
Qutpatient 2,622,152 1,239,628 1,919,060
Total 4,181,813 | 3,390,241 2,597,131
Medicaid # of patients FY 2015 FY 2016 FY 2017
inpatient 915 346 1,165
Qutpatient 22,401 28,782 33,195
Total 23,316 29,628 34,360
Medicaid (revenue} FY 2015 FY 2016 FyY 2017
inpatient 11,609,548 8,499,358 9,376,281
Qutpatient 19,114,352 4,899,091 5,259,631
Total 30,723,900 13,398,449 14,635,912
Section V

FY 2015 FY 2016 FY 2047
Net Patient Revenue 132,597,966 148,323,931 143,143,526
Amount of Charity {charges} 21,617,399 20,728,074 23,593,393
Cost of Charity Care 4,181,813 3,390,241 2,597,131
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presence Mercy Medical Center

Section V.
Charity # of patients Fy 2015 FY 2016 FY 2017
Inpatient 1,204 1,988 147
QOutpatient 4,078 6,732 2,077
Total 5,282 8,720 | 2,224
Charity (cost in dollars) £y 2015 FY 2016 FY 2017
Inpatient 2,293,444 2,853,889 1,240,933
Outpatient 3,128,539 3,166,129 2,125,573
Total 5,421,983 6,050,491 3,366,506
Medicaid # of patients FY 2015 FY 2016 FY 2017
inpatient 2,273 1,826 2,477
Qutpatient 55,186 45,825 64,057
Total 57,469 47,651 66,534
Tredicald (revenue) FY 2015 FY 2016 FY 2017
Inpatient 16,138,639 13,345,368 14,378,748
Qutpatient 41,136,666 14,805,466 17,501,748
Total 57,275,305 28,150,834 31,880,496
Section V

FY 2015 FY 2016 Fy 2017
Net Patient Revenue 173,471,950 185,662,250 191,487,648
Amount of Charity {charges) 29,885,457 36,903,020 38,791,796
Cost of Charity Care 5,421,983 6,050,491 3,366,506

ATTACHMENTS 9 & 10
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Presence Resurrection Medical Center

Section IV.
Charity # of patients FY 2015 FY 2016 FY 2017
Inpatient 765 768 66
Qutpatient 3,845 6,081 890
Total 4,610 6,843 956
Charity (cost in dollars) FY 2015 FY 2016 FY 2017
inpatient 2,563,124 1,173,755 686,843
Outpatient 1,929,857 2,189,381 825,415
Total 4,492,981 3,363,136 1,512,258
Medicaid # of patients FY 2015 FY 2016 FY 2017
inpatient _ 601 387 378
Outpatient 13,200 6,737 21,852
Total 13,801 7,124 22,230
Medicaid {revenue) FY 2015 FY 2016 FY 2017
Inpatient (2,406,200) 6,232,260 67,975,604
Outpatient 3,702,310 3,629,433 | 37,801,109
Tota! 1,296,110 9,861,693 105,776,713
Section V

. FY 2015 FY 2016 FY 2017
Net Patient Revenue 257,729,252 | 264,576,914 270,126,791
Amount of Charity (cha_rg_eﬂ 22,922,240 | 18,571,646 15,804,220
Cost of Charity Care 4,492,981 3,363,136 1,512,258

ATTACHMENTS 9 & 10
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Presence Holy Family Medical Center

Section V.
Charity # of patients FY 2015 FY 2016 FY 2017
inpatient 30 133 5
Qutpatient 1,369 552 52
Total 1,399 685 57
Charity {cost in dollars) Fy 2015 _FY 2016 FY 2017
Inpatient 316,123 350,291 555,325
Qutpatient 144,232 82,536 49,475
Total 460,355 432,827 504,800
Medicaid # of patients FY 2015 FY 2016 kY 2017
inpatient 123 45 52
Dutpatient 304 815 4371
Total 427 860 4,423
Medicaid (revenue) FY 2015 FY 2016 FY 2017
inpatient (2,347,748)] 5,554,348 27,387,711
Outpatient 627,226 1,033,372 4,330,314
Total (1,720,522} 6,587,720 31,718,025
Section ¥V

FY 2015 FY 2016 FY 2017
Net Patient Revenue 69,586,245 66,443,334 | 70,564,615
Amount of Charlty (chagggs) 1,561,868 | 2,255,868 4,544,910
Cost of Charity Care 460,355 432,827 504,800

ATTACHMENTS 9 & 10

37




Presence St. Francis Hospital

Section V.
Charity # of patients FY 2015 FY 2016 FY 2017
Inpatient 611 628 71
Qutpatient 3,898 6,885 1,212
Total 4,509 7,513 1,283
Charity {cost in dollars) FY 2015 FY 2016 Fy 2017
Inpatient 1,824,721 1,652,766 540,676
QOutpatient 2,807,049 2,390,180 901,814
Total 4,631,770 4,042,846 1,442,490
Medicaid # of patients FY 2015 Fy 2016 Fy 2017
inpatient 1,068 621 630
Outpatient 13,374 7,080 19,965
Total 14,442 7,701 20,595
Medicaid (revenue) FY 2015 FY 2016 FY 2017
Inpatient 8,028,798 12,338,025 31,418,703
Qutpatient 12,825,638 7,584,914 25,782,125
Total 20,854,436 | 19,922,939 57,200,828
Section V
FY 2015 FY 2016 FY 2017

_ Net Patient Revenue 164,750,924 | 167,195,901 174,967,222
Amount of Charity {charges) 21,880,375 | 22,691,367 18,229,097
Cost of Charity Care 4,631,770 4,042,946 1,442,490

ATTACHMENTS 9 & 10
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Presence St. Joseph Hospital-Chicago

Section V.
Charity # of patients FY 2015 FY 2016 FY 2017
inpatient 794 723 a2
Outpatient 2,531 4,445 452
|Total 3,325 5,168 494
Charity (cost in dollars) FY 2015 FY 2016 FY 2017
inpatient 1,437,204 727,799 354,365
Outpatient 1,691,248 1,520,340 454,772
Total 3,128,453 2,248,139 809,137
Medicald # of patients FY 2015 FY 2016 FY 2017
Inpatient 786 464 427
Dutpatient 6,357 3,000 10,536
Total 7,183 3,464 10,963
Medicaid {revenue) FY 2015 FY 2016 Fy 2017
Inpatient 9,300,603 20,516,947 33,379,547
Qutpatient 9,517,719 7,584,914 18,530,768
Total 18,818,322 28,101,861 51,910,315
Section V
FY 2015 FY 2016 FY 2017
Net Patient Revenue 203,357,193 207,300,397 218,077,373
Amount of Charity {charges) 10,750,603 9,569,562 4,321,924
Cost of Charity Care 3,128,453 2,248,138 809,137

ATTACHMENTS 9 & 10




Presence Saint Mary of Nazareth and Saint Elizabeth Hospitals

Section V.
Charity # of patients FY 2015 FY 2016 FY 2017
inpatient 1,213 985 173
Outpatient 6,969 12,243 2,531
Total 8,182 13,228 2,704
Charity {cost in dollars) FY 2015 FY 2016 FY 2017
inpatient 4,380,283 2,542,044 1,389,711
Outpatient 4,421,583 4,423,868 1,951,885
Total 8,801,866 6,965,912 3,341,595
Medicaid # of patients FY 2015 FY 2016 Fy 2017
{npatient 3,639 1,918 1,926
Outpatient 27,255 12,046 73,984
Total 30,894 13,964 75,810
Medicaid {revenue) FY 2015 FY 2016 FY 2017
inpatient 40,340,734 | 47,951,568 | 45,807,382
Outpatient 45,164,598 | 24,498,704 | 24,334,912
Total 85,505,332 | 72,450,272 | 70,142,284
Section V

_ FY 2015 FY 2016 FY 2017
Net Patient Revenue 303,495,761 | 304,924,151 | 331,806,223
Amount of Charity (charges) 39,232,810 | 36,373,058 | 28,512,920
Cost of Charity Care 8,801,866 6,965,912 3,341,596

ATTACHMENTS 9 & 10
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After paginating the entire completed application indicate, in the chart below, the page
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| Good Standing Eic. 22
5 | Discontinuation Genera! Information Requirements 23
6 | Reasons for Discontinuation ' 25
7 | Impact on Access 26
8 | Background of the Applicant ‘ 38
9 | Safety Net impact Statement : 41
10 | Charity Care Information 42




Axel & Associates, Inc.

MANAGEMENT CONSULTANTS
P / g
g,m&

by FedEX
December 19, 2018

Ms. Courtney Avery

Administrator

Illinois Health Facilities and
Services Review Board

525 West Jefferson

Springfield, 1. 62761

Dear Ms. Avery:
Enclosed please find two copies of a Certificate of Exemption (“COE™)
application addressing the discontinuation of the open heart surgery category of service at

Presence saint Joseph Hospital-Chicago.

The application is accompanied by a check, in the amount of $2,500.00, as a filing

fee.
Should any additional information be required, please do not hesitate to contact
me. ‘
Sincerely,
/' President
enclosures
675 North Court, Suite 210 Phone (847) 776-7101

Palatine, lllinois 60067 Fax (847) 776-7004



